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Table 1. Accuracy of Noninvasive Testing
(Cedars-Sinai vs. Brigham)
ETT = electrocardiographic treadmill test; MI = myocardial infarc-
tion; p = disease probability.
Sensitivity
Specificity
Overall accuracy
Information content
Net correct yield
Threshold p = 0.1
Threshold p = 0.5
Threshold p = 0.9
Brigham Patients
Without Q Waves or
Cedars-Sinai Clinical History
Patients (n = 170) of MI ( n = 149)
Pre-Test Post-Test Pre-ETT Post-ETT
68% 81% 83% 89%
80% 79% 70% 75%
71% 81% 78% 83%
17% 26% 20% 31%
2% 3%
9% 5%
16% 15%
the conditional probability, p(A given B). We previously reported
on the stochastic independence of several of our variables (5), but
we do not yet have enough data to assess them all. At present,
however, it appears that Bayes' theorem is very robust relative to
departures from this assumption of independence. Even logistic
models such as that employed by Goldman et al. do not avoid
variable to variable dependence unless all the relevant cross-prod-
uct interactions (e.g., Age x ST depression) are introduced into
the model.
A FORTRAN 77 version of CADENZA , which was written
for a Digital Equipment Corporation VAX 11/750, is available at
no cost to interested investigators. The program can be easily
modified forothercomputersystems.
GEORGE A. DIAMOND, MD, FACC
BRAD H. POLLOCK, MPH
Division of Cardiology
Cedars-Sina i Medical Center
8700 Beverly Boulevard
Los Angeles. California 90048
The paper by Camara and colleagues ( I) is an excellent pre-
sentationof the meaningand implications of reciprocal ST change
in acute myocardial infarction. The authors, however, left me
confused on one point. They conclude that reciprocal ST depres-
sions are " infl uenced by factors determining the degree of acute
ST elevation previously shown to include infarct size, shape. lo-
cation, transmurality and duration." By "transmurality" do the
authors mean: A) anatomically demonstrated full thickness left
ventricular wall infarction . B) high correlation with severe wall
motion abnormality or C) high correlation with Q waves (Q waves
being an undependable index of " transmurality" [2,3j)?
I emphasize that this question is for clarification and not in
criticism of an excellent job by excellent investigators.
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Figure 1. Relation between true posinve rate (sensitivity) and
false positive rate (specificity) for all diseaseprobability thresholds
(see text).
significant differences (F test) between Brigham patients assessed
by multivariate logistic regression and Cedars-Sinai patients as-
sessed by Bayesian analysis.
Changing the probability threshold for our comparison would
not change this conclusion. Figure I illustrates the relation between
true positive rate (sensitivity) and false positive rate (specificity)
for all disease probability thresholds (a receiver-operating char-
acteristic curve), using the data presented in Table 3 of our article.
The lower curve is based on age, sex, symptoms and risk factors
(pre-test), while the upper curve is for all tests before angiography
(post-test). The square symbol indicates the maximally informa-
tional point of each curve (at a threshold probability of 57 rather
than 50%). The curves are not significantly different from one
another.
We agree completely that noninvasive test observations are not
independent of the clinical history because they both owe their
origins to a commoncause- myocardial ischemia. This, however,
is not what is usually meant by the term "independent." The
observation A is formally defined to be stochastically independent
of the observation B if and only if its probability, p(A), equals
